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D.T. McDowell,1* E.T. Condon,1 M. Ahmed,1 M. Crowe,2 M.C. Barry1 and D. Mehigan1Departments of 1Vascular Surgery, and 2Microbiology, St Vincent’s University Hospital,
Elm Park, Dublin 4, IrelandWe present the case of a healthy 43-year-old smoker who, presented with lower back pain and raised inflammatory markers.
He was diagnosed with two mycotic aneurysms and Streptococcus pneumoniae as the causative agent. He was treated
with high dose antibiotics for 6 weeks prior to his two separate surgical procedures. These were uncomplicated. He remains
well 18 months post-surgery. There is no clear consensus as to the optimal timing of surgery for mycotic aneurysms, but
surgery and antimicrobial therapy are the cornerstones of treatment. We optimised our patients’ outcome by planning the
timing of antimicrobial therapy, and staged surgical intervention for a successful outcome.Keywords: Mycotic aneurysm; Abdominal aorta; Femoral artery; Streptococcus pneumoniae; Pneumococcus.Introduction
A patient with synchronous aortic and superficial
femoral artery pneumococcal mycotic aneurysms
underwent combined medical and surgical treatment
with a successful outcome.Report
A 43-year-old smoker with no previous medical
history presented with lower back pain, pyrexia,
rigors, night sweats and two stone weight loss.
Physical examination was normal. Investigations
demonstrated a leukocytosis of 18!109/L, a normo-
chromic, normocytic anaemia of 9.4 g/dL, an elevated
erythrocyte sedimentation rate (125 mm/h) and
C-reactive protein (278 mg/L). Chest X-ray, tumour
markers and thyroid function tests were normal. There
was no underlying immunocompromise and comp-
lement levels were normal.ing author.
: dermcd@yahoo.com
2005 Elsevier Ltd. Open access under CC BY-NC-ND license.A computed tomography scan of the abdomen
demonstrated a 5.3 cm infra-renal abdominal aortic
aneurysm and a 2 cm left superficial femoral artery
aneurysm with no evidence of leak (Figs. 1 and 2).
Radiological appearances suggested the aneurysms
were mycotic in origin. Streptococcus pneumoniae
sensitive to penicillin was grown in blood cultures
(penicillin minimal inhibitory concentration (MIC) Z
0.016 mg/L). No source of infection was found—
computed tomography scan, bone-isotope scan, mag-
netic resonance imaging of spine, bronchoscopy and
trans-oesophageal echocardiogram were negative. The
patient was treated in hospital for 6 weeks with high
dose intravenous penicillin (2.4 g, 4 hourly) and
intravenous gentamicin was added for synergy in
the initial week of treatment. A repeat computed
tomography scan showed an increase in size of the
abdominal aortic aneurysm to 8 cm. The patient
underwent elective repair of the abdominal aortic
aneurysm using a bifurcated silver-impregnated
synthetic graft—InterGard Silvere, (InterVascular
France). The excised aneurysm tissue was sent for
culture, scanty pus cells were seen but no organisms
were found after an extended growth period. TwoEJVES Extra 11, 42–44 (2006)
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Fig. 1. Computed tomography image of the abdominal aortic
mycotic aneurysm.
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was repaired using a reversed vein bypass graft. Both
procedures were uncomplicated.
Our patient recovered well following surgery.
Synchronous aortic and femoral mycotic aneurysms
due to S. pneumoniae has not been reported before.Discussion
The term mycotic implies fungal infections but is used
to describe intravascular infections (due to any
infective organism) leading to destruction of arterial
wall resulting in arterial dilation. 1-3% of all aneurysms
are mycotic in origin. Currently, mortality levels for
treated mycotic aneurysms are reported to be 25–90%.1
The most frequently responsible organisms for
mycotic aneurysms are gram-positive bacteria such
as Staphlococcus aureus and Streptococcus species
(responsible for 59–81% of cases). Gram-negativeFig. 2. Computed tomography image of the left superficial
femoral mycotic aneurysm.organisms such as Salmonella species, Pseudomonas
aeruginosa, and Escherichia coli account for 19–35%.1
The crude incidence of invasive pneumococcal
infection (bacteraemia/meningitis) in Ireland in 2003
was estimated to be 10.4/100,000 population (364
reports of invasive S. pneumoniae—11.8% of which
were penicillin non-susceptible).2 It generally super-
venes in patients with chronic pulmonary diseases and
immunodeficiency states. S. pneumoniae is not com-
monly associated with mycotic aneurysms. Review of
the literature revealed 24 reported cases of mycotic
aneurysms infected with S. pneumoniae.3,4
All authors agree antimicrobial therapy for a
mycotic aneurysm infection is indicated, some advo-
cate immediate surgery3 while others promote urgent
surgery.4 However, undue delay in operative inter-
vention must be avoided.1
With respect to surgery for mycotic aneurysms
there are several procedures to choose from (extra-
anatomic or in situ bypass, prosthetic material or
homograft) and the choice depends on location of
aneurysm, purulence observed and surgeon’s pre-
ference. Ideally, as much of the aneurysm as possible
should be excised. This is especially important when a
synthetic graft is used.
In our case we opted for 6 weeks of high dose
intravenous penicillin followed by two separate
surgical procedures 2 weeks apart, with careful
monitoring of the aneurysms by serial computed
tomography scans. The mortality rates associated
with the various types of graft are similar.5 Cryopre-
served allografts are associated with lower incidence
of infection, however, they are less durable than
synthetic grafts.5 Use of autologous femoral vein
grafts prolongs operating time.5 Thus, we opted for
an in situ, bifurcated silver-impregnated synthetic
graft to repair the abdominal aortic aneurysm, as
there was no gross infective material in the operative
field. Two weeks later a reversed vein graft was used
to repair the left superficial femoral aneurysm. The
superficial femoral artery was controlled above and
below the aneurysm. The aneurysmal segment of the
artery was then isolated and ligated, avoiding contact
between the aneurysm and skin wound.
High dose intravenous penicillin was continued
for 3 weeks following repair of the left superficial
femoral artery aneurysm (approximately 11 weeks in
total). Oral amoxicillin 1 g, 6 hourly was commenced
and continued for a further 12 weeks and then
reduced to 500 mg 8 hourly for 3 months with clinical
follow-up monitoring inflammatory markers and full
blood count before continuing lifelong antimicrobial
therapy of amoxicillin/clavulanate potassium
375 mg, 8 hourly. The optimal duration of antibioticEJVES Extra Vol 11, March 2006
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aneurysm is not clearly defined. Most authors agree
that 6–8 weeks antibiotic treatment post-operatively
is mandatory; some believe antibiotic therapy should
be lifelong.5 However, because of the risk of
antimicrobial toxicity and emerging resistance, we
would agree with Nijs et al. that treatment must be
individualised for each patient and will also be
influenced by the causative agent.3 Features
suggesting mycotic aneurysms in this case are
positive blood cultures, rapid expansion in the size
of the abdominal aortic aneurysm over a short period
of time and the unusual location of the femoral artery
aneurysm. The absence of bacterial growth in the
cultured excised aneurysm tissue is not surprising
given the preceding extended treatment with
antibiotics.
At 18 months post-surgery, the patient remains well
and asymptomatic. His most recent investigations
yielded normal inflammatory markers and a com-
puted tomography scan with no evidence of graft
infection.
Long term follow-up by means of outpatient
appointments, inflammatory markers and computed
tomography imaging are crucial in order to monitorEJVES Extra Vol 11, March 2006the patients progress and to detect such severe late
complications like graft infections.
We believe our case of synchronous abdominal and
femoral mycotic aneurysm due to S. pneumoniae to be
the first reported case. We optimised our patients’
outcome by planning the timing of antimicrobial
therapy, and staged surgical intervention for a
successful outcome.References
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